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STATE PLAN AMENDMENT
INPATIENT ACUTE HOSPITAL

EXHIBIT 4: 130 CMR 433.000 et seq.
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130 CMR: DIVISION OF MEDICAL ASS  .NCE

130 MR 433.000: PHYSICIAN SERVICES
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Definitions
Eligible Recipients
Provider Eligibility
Nonreimbursable Cucumstances
Maximum Allowable Fees
Individual Consideration
Prior Authorization
Recordkeeping (Medical Records) Requirements
Report Requirements
Explanation of Abbreviadons in Service Descriptions
Office Visits: Inmoducton
Office Visits: Service Limitations
Hospital Emergency Room, Outpatient Division, and Courtesy Room Visits
Hospital Visits: Service Limitations and Screening Requirements
Nursing Home Visits: Service Limitations
Home Visits: Service Limitations
Consultations: Service Limitations
Nurse-Midwife Services
Obstetric Services: Introduction
Obstetric Services: Global Fee Method of Reimbursement
Obstetric Services: Standard Global Fee
Obstetric Services: Enhanced Global Fee
Obsterric Services: Fee-for-Service Method of Reimbursement
Ophthalmology Services: Service Limitations
Audiology Services: Service Limitations
Allergy Testing: Service Limitations
Psychiauy Services: Introduction Lo
Psychiatry Services: Scope of Services :
Dialysis: Service Limitations
Physical Medicine: Service Limitations
Other Medical Procedures
Nurse Practitioner Services
Radiology Services: Inmoduction
Radiology Sexvices: Service Limitations
inj boratory Services: Introduction
Clinical Laboratory Services: Service Limitations

Abortion Services

Sterilization Services: Introduction

Sterilization Services: Informed Consent Requirements

Sterilization Sexvices: Consenmt Form

Hysterectomy Services

The Norplant System of Contraception

Drugs: Inwoduction

Drugs: Prescription Requirements

Drugs: Prior Authorization Requirements

Durable Medical Equipment and Medical/Surgicat Supplies: Introduction

Durable Medical Equipment and Medical/Surgical Supplics: Prescription Requirements
Durable Medical Equipment and Medical/Surgical Supplies: Prior Authorization Requirements

Oxygen and Respiratory Therapy Equipment
Transportaton Services
Therapy. Speech and Hearing Clinic, and Amputee Clinic Services

Mental Health Services
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433.000: contnued
433.476: Alzmatves 1o Insttutonal Care: Introduction
433.477:  Alwmatves 10 Institutional Care: Adult Fosier Care
433.478: Alzmatves to Insortional Care: Home Health Services
433.479:  Alizmadves to Insttutonal Care: Private Duty Nursing Services
433.480: Ahematves to Insttional Carc: Aduit Day Health Services
433.481: Alizmadves to Institutional Care: Independent Living Programs
433.482: Alemagves 1o Institutional Care: Intermediate Care Facilitics for the Mentally Retarded
(CF¥MR)
433.483: Alwematives 1o Institutional Care: Day Habilitation Centers
433.484: Su 1972, c. 766 (The Massachusetts Special Education Law)
433.401: Definitions
The following tenms used in 130 CMR 433.000 shall have the mcanings given in
130 CMR 433.401 unless the context clearly reguires a different meaning.
Adult Office Visit — 2 medical visit by a recipient 21 years of age or older to a physician’s
office or 1o a hospital outpatient department, emergency room, or courtesy room. Well visits
are not reimbursable when performed in the emergency room.
Consultant -- a licensed physician whose practice is limited to a specialty and whose written
‘advice or opinion is requested by another physician or agency in the evaluation or reatment
of a recipient’s illness or disability.
Consultadon — a visit made at the request of another physician.
Cosmetic_Surpery — a surgical procedure that is peformed for the exclusive purposc of
altering appearance and is unrelated to physical disease or defect, or traumatic injury.
T
Couple Therapy — therapeutic services provided to a couple for whom the disruption of their
marriage, family, or relationship is the primary reason for secking treatment.
Diagnostic Radiology Service — a radiology service intended to identify an injury or illness.
Domiciliary — for usc in the recipient’s place of residence, including a long-term-care facility.
o "
E"_'E.Eﬁfl 2 sudden or unexpecied ‘illness or injury that must be treated promptly to
preveat harm to the recipient.
Emergency Admission Sarvice — a complete history and physical examination by a physician
of a recipient admitted to a hospital in an emergency, when definitive care of the recipient
is assumed subsequently by another physician on the day of admission.
Family Planning — any medically approved means, including diagnosis, treatment, and related
counscling, that assists individuals of childbearing age, including sexually active minors, in
determining the number and spacing of their chilren.

9/9/94 (Effective 9/15/94) ) 130 CMR - 436
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130 CMR: DIVISION OF MEDICAL ASS!  NCE
contnuced
Familv Therapy -- a scssion for simultancous treatment of two or more members of a family.

Group Therapy -- application of psychotherapeutic or counscling techniques 1o a provp of
persons, most of whom are not related by blood, marriage, or legal guardianship.

High-Risk Newbom Care — care of a full-term newbom with a critical medical condition or
of a premamre newborn requiring intensive care.

Home or Nursing Home Visit -- a visit by a physician 10 a recipient at a residence, nursing

facility, extended care facility, or convalescent or rest home.

. Hospital Visit -- a bedside visit by a physician to a hospitalized recipient, except for routine
preoperative and postoperative care.

Hvsterectomy — a2 medical procedure or operation for the purpose of removing the uterus.

Individual Psychotherapy -- private therapeutic services provided to a recipient to lessen or
resolve emotional problems, conflicts, and disturbances.

Institutionalized Individual -- a recipient who is cither:
(1) involuntarily confined or detained under a civil or criminal statute in a correctional
or rehabilitative facility, including a mental hospital or other facility for the care and
treatment of meatal illness; or
(2) confined under a voluntary commitment in a mental hospital or other facility for the
care and reatment of mental illness.

Intensive Care Services — the services of a physician other than the attending physician,
provided for a continuous period of hours (rather than days), required for the weatment of an
unusual aspect or complication of an iliness, inj‘!yf Or pregnancy.

Mentally Incompetent Individual — a recipient who has been declared mentally incompetent
for any purposc by a federal, state, or local court of jurisdiction, unless the individual has
been declared competent to consent to sterilization.

Not_Otherwise Classified ~ a term used in the lists of service codes and descriptions in
Subcha;pu' 6 of the Physician Manual for service codes that should be used when no other

serviall code is appropriate for the service provided.

Oxypen - gaseous or liquid medical-grade oxygen that conforms to United Suates
Pharmacopoeia Standards.

Pediatric Office Visit — a medical visit by a recipient under 21 years of age to a physician’s
office or to a hospital outpatient department, cmergency room, or courtesy room. Well visits
arc not reimbursable when performed in the emergency room.

Prolonged Detention - constant aitendance to a recipient in critical condition by the attending
physician.

Reconstructive Surgery — a surgical procedure that is performed to correct, répair, or
ameliorate the physical effects of physical discase or defect (for example, correction of cleft
palate), or raumatic injury. :

Referral -- the wansfer of the total or specific care of a recipient from one physician to
another. For the purposes of 130 CMR 433.000, a referral is not a consultation.

Respiratory Therapy Equipment -- a product that:
(1) is fabricated primarily and customarily for use in the domiciliary weatment of
pulmonary insufficiencics for its therapeutic and remedial effect;
(2) s of proven quality and dependability; and
(3) conforms 1o all applicable federal and state product standards.
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continued

Routne Study -- a sct of X rays of an extremity that includes two or more views taken at onc
simng.

Scparatc Procedure -- a procedure that is commonly performed as an integral pan of a rotal
service and therefore does not warrant a separaie fee, but that commands a scparate fee when
performed as a scparate entity not immediaicly related to other services. Such a procedurc
is designated "S.P." in the service descriptions in Subchapter 6 of the Physician Manual.

Sterilization — any medical procedure, weatment, or operation performed o make an
individual permanently incapable of reproducing.

Therapeutic Radiology Service — a radiology scrvice used to treat an injury or illness.

Trimesier -- once of three three-month terms in a normal pregnancy. If the pregnancy has
exisied for less than 12 weeks, the pregnancy is in its first trimester. If the pregnancy has
existed for 12 or more weeks but less than 24 weeks, the pregnancy is in its sccond trimester.
If the pregnancy has existed for 24 or more weeks, the pregnancy is in its third trimester.
For the purposes of 130 CMR 433.000, the clapsed period of gesiation shall be calculated in
accordance with 105 CMR (Massachusetts Department of Public Health) currently or
hereafier in force. .

Eligible Recipients

The Division pays for physician services provided to Medical Assistance recipients
{caregories of assistance 0, 1, 2, 3. 5, 6, 7, and 8), subject to the restrictions and limitations
described in 130 CMR 433.000. For information on reimbursable services for recipients of
the Emergency Aid to the Elderly, Disabled and Children Program (category of assistance 4),
see 130 CMR 450.111. Recipients pzmicipating in the MassHealth Managed Care program
require service authorization before certain mental healthzand substance abuse services are
provided. For more information, see 130 CMR 450.124. For regulations concerning Early
angd Periodic Screening, Diagnosis and Treamment (EPSDT) Services, see 130 CMR 450.140

er seq.
ider Elipibili

(A) Participatin

(1) 130 m 433.000 applies to medical, radiology, labomory. ancsthesia, and surgery
services provided 1o recipients by physicians participating in the Medical Assistance
Program as of the date of service. A physician must have a Medical Assistance provider
number before a claim will be processed by the Division.

(2) To be cligible for payment, a physician must be physically present and actively
involved in the treatment of the recipient. Time periods specified in the service
descriptions refer to the amount of time the physician personally spends with the
recipient, except in the instances noted where the service can be performed under the
direct supervision of the physician. For surgery, the physician must be scrubbed and must
be present in the operating room during the major portion of an operation.

(B) In State. A physician who is licensed by the Massachuseits Board of Registration in
Medicine and who meets the requirements in 130 CMR 433.403(A) is eligible 10 pamcxpatc
in the Medical Assistance Program.

(C) Our-of-State. An out-of-state physician who is licensed to practice in his statc, who has

obtained a Massachusetts Medical Assistance provider number, and who meets the

requirements of 130 CMR 433.403(A) is cligible to participatc in the Massachusetts Medical

Assistance Program. The Division will pay an out-of-state physician for providing

reimbursable services to 2 Massachusetts recipient only under the following circumstances.
(1) The physician practices in a community of Connecticut, Maine, New Hampshire,
New York, Rhode Island, or Vermont that is within 50 miles of the Massachusctts border
and provides scrvices to a recipient who resides in a Massachusetts community near the
border of that physician’s suate.

OFFICIAL
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(2) The physician provides services 10 a recipient who is authorized to reside out of
stz by the Massachuscrts Deparunent of Social Services.

(3) The physician practices outside a 50-mile radius of the border of Massachusetts and
prevides emergency services 1o a recipient.

() The physician practices outside a S0-mile radius of the border of Massachusetts and
obuins prior avthorization from the Division before providing a nonemergency medical
service.  Prior authorization will be granted only for services that are not available from
comparable resources in Massachusetts, that are generally accepted medical practice, and
that can be expecied 10 benefit the recipient significantly. To request prior authorization,
the out-of-state physician or the referring physician must send to the Division a lener
denziling the proposed treatment and naming the treatment facility (see the instructions
for requesting prior authorization in Svbchapter 5 of the Physician Manual). The
Division will send copics of its decision to the recipicnt, the recipient’s local welfare
office, the physician, and the proposed treatment facility. If the request is approved, the
Division will assist in any arangements needed for transportation and assistance
payments.

433.404: Nonrcimbursable Circumstances

(A) The Division will not pay a physician for services provided undcx any of the following

ciroumstances.
(1) The services were furnished by a physician whose conmcmal arrangements with an
acuts, chronic, or rchabilitation hospital, medical school, or other medical institation
involve a salary, compensation in kind, teaching, research, or payment from any other
source, if such payment would result in dual compensation for professional, supervisory,
or administrative services related to recipient care.
(2) The services were fumnished by a physician who is an attending, visiting, or
supervising physician in an acute, chronic, or rehabilitation hospital but who is not legally
responsible for the management of the rccxpmm s casc.wnh respect to medical, surgery,
anesthesia, laboratory, or radiology services. e
(3) The services were fumnished by a physician who is a salaried intern, resident, fellow,
or house gfficer. 130 CMR 433.404 does not apply to a salaried physician when the
physician supplements his or her income by providing services during off-duty hours on
premises other than those of the institution that pays the physician a salary, or through
which the physacxan rotates as part of his or her training.
4) The sav:cw were provided in a state institution by 2 statc—cmployed physician or
physician tant.
()] Undq,—-companble circumstances, the physician does not customarily bill private
paticnts who do not have health insurance.

(B) The Division will not pay a physician for performing, administering or dispensing any

experimental, unproven, cosmetic, or otherwise medically unnecessary procedure or treamment,”

specifically including, but not limited to, sex-reassignment surgery, thyroid cartilage reduction
surgety and any other related surgerics and treatments, including pre- and post-sex-
reassignment surgery hormone therapy. Notwithstanding the preceding sentence, the Division

will continue to pay for post-sex-reassignment surgery hormone therapy for which it had been .

paying immediatcly prior to May 15, 1993.

(C) The Division will not pay a physician for the trcaument of male or female infertlity,

(incloding, but not limited to, Jaboratory tests, drugs, and procedures associated with such
treatment).

433.405: Maximum Allowable Fees
(A) The Massachusetts Rate Sctting Commission determines the maximum allowable fees
for medical, radiology, laboratory, anesthesia, and surgery services. Payment is always
subject to the conditions, exclusions, and imitations set forth in 130 CMR 433.000. Payment
for a service shall be the lowest of the following:
. (1) the physician’s usual and customary fec;
(2) he physician’s actual charge submiticd: or
10/21/94  (Effcciive 8/1/94) ' 130 CMR - 439
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(3) thc maximum allowable fee listed in the applicable Rate Setting Comumission fec
schedule, subject 1o any fec reductions enacted into law.

(B) The Rate Setting Commission fees for physician services are contained in the following
chapiess of the Code of Massachusetts Regulatons:

(1) 1143 CMR 16.00: Surgery and Related Anesthesia Care

(2) 1143 CMR 17.00: Mcdical and Related Anesthesia Care

(3) 1143 CMR 18.00: Radiology

(4) 1143 CMR 2000: Clinical Laboratory Scrvices

433.406: _Individoal Consideration

(A) A number of services are designated "LC." (indicating individual consideration) in the
service descriptions in Subchapter 6 of the Physician Manual. This means that a fec could
not be esmablished for all cases. Appropriate payment for an individual consideration service
will be determined by the Division’s professional advisors from the physician’s descriptive
repon of services fumished. If a report is not submitted, no payment will be made. (Sec
130 COMR 433.410 for report requirements.)

(B) Determination of the appropriate payment for an individual consideration service shall
be in accardance with the following standards and criteria: -

(1) the amount of time required to perform the service;

(2) the degree of skill required to perform the service;

(3) the severity and complexity of the recipient’s disease, disarder, or disability; /

{(4) the policies, procedures, and practices of other third-party insurers, both

governmental and private; and

(5) any applicable relative-value studies.

433.407: Scrwce Limitations: Medical and Radiology Services

1729/94

Additional limitations are sct forth i in 130 CMR 45‘3 413 and 433.436.

(A) Definitions.
(1) Global Fec — the rate of payment for the two components of a medical or radiology
service: the professional component and the technical component. (For information on
the global g as it relates specifically to obstetrics, see 130 CMR 433.421)
2 M Sitc — any sitc other than the physician’s office, -but not including
ity health centers, hospital outpatient departments, or hospital-licensed health

centers.
(3) Professional Component — the component of a medical or radiology service for
interpreting a diagnostic test or image or for performing a procedure.

(4) Technical Component - the component of a medical or radiology service for the
cost of rent, equipment, utilidies, supplics, administrative and technical salarics and
benefits, and other overhead cxpenses, excluding the physician’s professional component.

(B) Payment of the Global Fee. The Division will pay a physician the global fec for
performing a medical orndmlogysuvnocmhlsorhaoﬂiocwhmoncoflhc following
conditions is met.

- ) Thephysmmowns«lammeqmpnmfap:wﬂingthclcchnm!mpomt

of the service, provides the technical component of the scxvice (cither directly of by
employing a technician), and provides the professional component of the service.
(2) The physician provides the professional component of the service and subcontracts
with a licensed Medicare-certified entity to provide the technical component of the service
cither in the physician’s office or at a mobile site. Claims for such services must be
billed only by the physician providing the professional component of the service. This
constitutes a limited exception to 130 CMR 450.301.

(C) Payment for the Professional Component Only. The Division will pay a physician the
applicable fec for providing the professional component of a medical or radiology service in

his or her office. . . ..
Lok Yo
N f\' Q L {&,‘ !
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433.208: Pnor Authorizaton

Recipients participating in the MassHealth Managed Care program require service
authorization before cenain mental health and substance abuse services are provided. For
more informaton, see 130 CMR 450.124.

(A) Inwoducvon.
{1) For all services not in the lists of service codes and descriptions in Subchapter 6 of
the Physician Manual and for thosc services that are designated "P.A." in the service
descriptions, the Division requires that the physician obmin prior authorization. No
payment will be made for these services unless prior authorization has been obtained from
the Division before the delivery of sexrvice. The Division will not grant retroactive
prior-authorization requests.
-(2) A prior authorization determines only the medical necessity of the authorized service
and does not establish or waive any other prerequisites for payment, such as recipient
cligibility or resort to health insurance payment.

(B) Requesting Prior Authorization. All prior-authorization requests must be submitted in

accordance with the instructions for requesting prior authorization in Subchapter 5 of the
Physician Manual.

(C) Physician Services Requiring Prior Authorization. Services requiring prior authorization
include, but are not limited to, the following:

(1) cenain surgery services, including reconstiuctive surgery;

(2) nonemergency scrvices provided to a recipient by an out-of-statc physician who
practices outside a 50-mile radius of the Massachusetts border;

(3) certain vision care services; and

(¢) cermain psychiatry services.

(D) Nonphysician Services Requiring Prior Authorization. Many nonphysician services
require prior authorization, and must first be ordered6t have their need substantiated, by a
physician before the Division grants such anthorization. These services include, but are not
limited to, the following:

14
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(1) oansporation:

(2) selected drugs;

(3) home health services;

(¢) nursing facility services;

(5) durable medical equipment; and
(6) therapy services.

433.409: Recordkeeping (Medical Records) Requirements

(A) Payment for any sexvice listed in 130 CMR 433.000 is conditioned upon its full and
complete documentation in the recipient’s medical record. Payment for maintaining the
recipient’s medical record is incluoded in the fee for the service.

(B) In order for a medical record to document completely a service or services to a
recipient, that record must set forth the nature, extent, quality, and necessity of care furnished

to the recipient.  When the information contained in a recipient’s medical record is not -

sufficient 1o document the service for which payment is claimed by the provider, the Dms:on
will disallow payment for the claimed service.

(C) The Division may request, and the physician shall furnish, any and all medical records
of recipients corresponding to or docomenting the services claimed, in accordance with
MG.L. c. 118E, § 38, and 130 CMR 450.205. The Division shall produce, or at its option
may require the physician to produce, photocopies of medical records in lieu of actual records
when compliance with 130 CMR 433.409(C) would otherwisc result in removal of medical
records from the physician’s office or other place of practice.

(D) (1) Medical records corresponding to office, home, nursing home, hospital outpatient
deparunent, and emergency room services provided to recxp;ems must include the reason
for the visit and the data upon which the diagostic impression or statement of the
rec:pxem s problem is based, and must be sufficient to justify any further diagnostic
procedures, treatments, and recommendations for retum visits or referrals.  Specifically,
mescnwdxulmdsmnstmclude.butshaﬂnotbelimwdto the following:

(a) the recipient’s name and date of birth;

(b) the date of each service;

{c) the name and tide of thc person performing the service, if the service is

pggined by someone other than the physician claiming payment for the service;

the recipicnt’s medical history;

(c) the diagnosis or chief complaint;

43 clwmdianonofallﬁndings.wﬂwduponmotnemve.on examination;

® anymdmnonsadsxﬁnistuedmmbed,umlndmgmgﬂudonge.and

regimen;

(h) a description of any uunnem given;

G) recommendations for additional treatments or consultations, when applicable;

() any medical goods or supplics dispensed or prescribed; and :

() any tests administered and their results.
(2) When additional information is necessary to document the reason for the visit, the
basis for diagnosis, or the justification for futore diagnostic procedures, treatments, or
recommendations for return visits or materials, such information must also be contained
in the medical recosd. Bancdancoﬂeaeddmngptmonsmts(formmplc.
identifying data, chief complaint, or history) need not be repeated in the recipient’s
medical record for subsequent visits. However, data that fully document the nature,
extent, quality, and necessity of care furnished to a recipient must be included for cach
date of service or service code claimed for payment, along with any data that update the
recipient’s medical course.

NG E L ui1
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(E) For inpatient visit services provided in acuie, chronic, or schabilitation hospials, there
must be an entry in the hospital medical record corresponding to and substantianng cach
hospial visit claimed for payment. An inpatient medical record shall be deemed to document
services provided to recipicnts and billed to the Division if it conforms to and satsfics the
medical records requirements set forth in 105 CMR 130.000 (Licensure of Hospitals). The
physician claiming payment for any hospital inpatient visit service shall be responsible for
the adequacy of the medical record docomenting such service. The physician claiming
payment for an initial hospital visit must sign tae entry in the hospital medical record that
documents the findings of the comprehensive hisiory and physical examination.

(F) Additonal medical records requirements for radiology, psychiatric, and other services
can be found in the applicable sections of 130 CMR 433.000.

(G) Compliance with the medical records requirements set forth in, referred to in, or
deemed applicable to 130 CMR 433.000 shall be derermined by a peer-review group
designated by the Division as set forth in 130 CMR 450.206. The Division shall refuse to
pay or, if payment has been made, shall consider such payment to be an overpayment as
defined in 130 CMR 450.234 subject to recovery, for any claim that does not comply with
the medical records requirements established or referred to in 130 CMR 433.000. Such
medical records requirements shall constitute the standard against which the adequacy of
records shall be measured for physician scrvices, as set forth in 130 CMR 450.205(B).

433 410: Repon Requirements

433.412:

(A) General Report. A general written report or a discharge summary must accompany the
physician’s claim for payment when the service description stipulates "with report only”,
when the service is designated "1.C." in the service description, or when 2 service code for
an unlisted procedure is used. This report must be suﬂf;gndy detailed to enable professional
advisors to assess the extent and nature of the services.

®) de__vg_&epo_r_!_. For surgery procedures designated "L.C.” (individual consideration),
operative notes must accompany the physician's claim. An operative report must state the
operation performed, the name of the recipient, the date of the operation, the preoperative
diagnosis, the postoperative diagnosis, the names of the surgeon and his assistants, and the
technical procedures performed.

']

Explanation of Abbreviations in Service iptions

Thc following abbreviations are used in the service descnpnons.
(A) (P.A) indicates that prior authorization is required (see 130 CMR 433.408).

(B) {1.C)indicates that the claim will receive individual consideration to determine payment
(see 130 CMR 433.406).

(O) (1.P.) indicates that the service is an independent procedure (see 130 CMR 433.401(P);
for surgery procedures, see also 130 CMR 433.452(F)).

(D) (5.0 indicates that a second opinion is required in most cases (see 130 CMR 433.453).

Office Visits: Introduction

The office visits listed in Subchapter 6 of the Physician Manual arc of three types: adult,
pediamic, and family planning. The distnction is made for adminisirative purposes only: fees
for all threc types of visits are the same.

-
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433.412: condnued

(A) Adult Office Visits. The adult office visit service codes and descriptions in Subchapier
6 of the Physician Manual apply only when the physician provides services other than family
planning 10 recipicnts 21 ycars of age or older.

(B) Pediatmic Office Visits. The pediatric office visit service codes and descripuons in
Subchapier 6 of the Physician Manual apply only when the physician provides services other
than family planning 1o secipients under 21 years of age. (For information on other services
for children, see 130 CMR 433.484 through 433.495.)

(C) Family Planning Office Visits. Regardless of the recipient’s age, the service codes in
Subchapter 6 of the Physician Manual must be used when the primary purpose of an office
visitis family planning. (See 130 CMR 433.455 through 433.458 for regulations concerning
aborton and sierilizavon.) The Division will pay for only those family planning supplies and
medicatons listed in Subchapier 6 of the Physician Manual, at the physician’s acquisition
cost

433.413:  Office Visits: Service Limitations

(A) Time Limit Payment for office visits is limited to one visit per day per recipient per
physician.

(B) Office Visit and Treatment/Procedure. The physician may bill for cither an office visit
or a neamment/procedure, but may not bill for both an office visit and a weamment/procedure
to the same recipient on the same date when the office visit and the treaument/procedure are
performed in the same locaton. This limitation does not apply to a treatment/procedure that
is performed as a result of an Early and Periodic Screening, Diagnosis and Treatment
(EPSDT) visit (see 130 CMR 450.140 et seq.); in such a case, the physician may bill for both
an EPSDT visit and a treatment/procedurc.  Examples of freatment/procedures are sunring,
suture removal, aspiration of a joint, and cast applicationor removal. Certain diagnostic tests
may be billed for in addition to an office visit X rays and laboratory tests may be billed
with an office visit.

(C) Obsterric Care. The Division offers the following two methods of reimbursement for

_prenatal and postpanum office visits.
(1) Fee for Servicee The fee-for-service method requires submission of clmms for
services as ey are performed. Prcnatalandpostparmnv:susmbﬂledbynsmgthc
agphabl&nll or pednmc office visit codes. Fee fot service is always available for
reimbursable obstewic services.

" (2) Global Fee. The global fee method offerstwoopnons.thesnndardglobalfeeand

the enhanced global fee (see 130 CMR 433.422 and 433.423). Both are available only
when the conditions in 130 CMR 433. 421 are met.

(D) Immunization or Injection. If the primary purpose of an office visit is an immunization
or injection, the. visit must be billed for as 2 minimal service visit (Service Code 9001, 9011,
or 9031). The cost of the injectable matesial is also reimbursable if it is not distributed frec
of charge by the Massachusctts Department of Public Health and if its cost to the physician
is more than $1.00. (See 130 CMR4334400ndmgsdsspensedmaphysm s office.) (For

allergymmlwmkﬂaﬂ‘l) -.

433.414: Hospit) Emerpency Room, Outpatient Department. and Courtesy Room Visits

(A) Emergency Room Trcaument. The Division will pay a physician for medical care
provided in a hospital emergency room only when the hospnal s claim does not include a
charge for the physician’s services.

(B) Emecreency Room Screenine Fee. The Division will pay a physician for a screening
performed in a hospital emergency room to determine the level of care required by a
recipient’s condiuon only if the recipient being screened is enrolled with a Pnmary Care

Clinician and:
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(1) the Jevel of care is detcrmined 1o be electve; or
(2) berween the hours of 8:00 A.M. and 7:59 P.M., the level of care is determined to
be urgent and the recipient’'s PCC denics authorization.

(C) Quiwpatient Depanument and Courtesy Room Visits. The Division will pay a physician
for medical care provided in a hospital outpatient department or courtesy room only when the
hospiwl’s claim does not include a charge for the physician’s services. The Division will pay
50% of the maximoum allowable fee for the service.

(D) Billing. The office visit service codes and descriptions in Subchapter 6 of the Physician
Manual apply to hospital emergency room, outpatient department, and courtesy room visits.

(A) Menta)l Health and Substance Abuse Admissions. The Division will pay for mental

health and substance abuse services provided in an acute or nonacute inpatiemt sering only
if the admining provider has satisfied the screening program requirements at 130 CMR
450.125. Appendix D of the Physician Manual contains the name, address, and telephone
number of the contact organization for the screening program.

(B) Hospital inpatient visit fees apply to visits by physicians to recipients hospitalized in
acute, chronic, or rchabilitation hospitals. Payment is limited to one visit per day per
recipient for the length of the recipient’s hospitalization.

(C) Visits 10 recipients who have undergone or who are expected to undergo surgery are
not reimbursable, since the allowable surgical fees include payment for the provision of
routine inpatient preopere- ' and postoperative care. In unusual circumstances, however,
visits 10 such recipients arc reimbursable (Service Code 975). :

(D) Payment will be made only to the attending physician, with the following exceptions.

(1) A consultation is reimbursable (see 130 CMR 433.418 for regulations conceming
- consultations).

(2) I it is necessary for a physician other than the attending physician to treat a
hospinlized recipient, the other physician’s sesvices are reimbursable (Service Code 9082,
concomitant care). An-explanation of the necessity of such visits must be attached to the
claim’_fomﬁ"’l‘be Division's Medical Advisor will review the claim and determine
appropriate payment to the other physician. ‘

433.416: Nursing Facility Visits: Service Limitations
(A) . Requirement for Approval of Admission. The Division secks to ensure that 2 Medical

Assistance recipient receives nursing facility: services only when available alicratives (See
130 CMR 433.476 through 433.483) do not meet the recipient’s need, and that every recipient
receiving nursing facility sexvices is placed appropriately according 1o the medical eligibility
criteria, in accordance with 130 CMR 456251 through 456.253. i

(B) Service Limitations. Payment for 2 visit by a physician to recipients in nursing fatilties
or rest homes is limited to one visit per recipicnt per month, except in an emergency. Any-,
medically necessary care required for the follow-up of a condition during the month must be
billed as subsequent nursing facility care.

OFFICIAL
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433417: Home is: Service Limitations

Payment for a visit by 2 physician 10 a recipient’s home is limited to one visit per
recipient per day. (For information on additonal home health services reimbursable under
the Medical Assistance Program, see 130 CMR 433.478.)

433.418: Consultations: Service Limitations

Only onc comprehensive consultation per recipient per case episode is reimbursable.
Additonal consultaton visits per episode must be billed as follow-up consultations.

X
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433.419:  Cecmnfied Nurse-Midwife Services

471194

(A) (Reserved)

(B) Reimbursable and Nonreimbursable Services.

(1) Cenified nurse-midwife services conceming the carc of women throughout the
coursc of pregnancy, Jabor, and delivery periods, and care to mothers and their infants in
the post-partum period, as well as gynecological and family planning services are
reimbursable under the following conditions.
(a) The services must be limited to the scope of practice authorized by state law or
regulation pertaining to certified nurse-midwives.
(b) The nurse-midwife must meet the educational and certification requirements
mandated by state law or regulation.
(c) The purse-midwife must enter into a formal collaborative arrangement with a
physician or group of physicians as required by state law or regulation.
{2) Reimbursement is available for intraparmm services immediately prior to dehvcry
to recipients who are experiencing unanticipated medical complications that result in
cesarcan sections or complicated vaginal deliverics that require the services of a
physician. This service is not reimbursable when the nurse-midwife bills for the delivery,
whether on a fee-for-service or global fec basis.
(3) Childbirth education classes are not reimbursable.
(4) Only those surgical services specified in the Nurse-Midwife Services section in
Subchapter 6 of the Physician Manual are reimbursable.

(C) Requircments for Participation.

(1) The nurse-midwife must meet the cducational and certificaton requ:remcms
mandated by state law or regulation.

(2) The nurse-midwife must enter into a formal collaborative arrangement with a
physician or group of physicians, as required by state law or regulation, for referral and
consultation in the event of medical complications. The collaborating physician must be
a Medical Assistance provider and must engage jfi’the same type of clinical practice as
the nurse-midwife.

(3) I the graduate nurse-midwife misses a scheduled national centification examination
or fails to pass the examination, the graduate nurse-midwife must immediately cease
providing services to recipicnts, in accordance with state regulations.

(4) After the nurse-midwifc passes the scheduled certification examination, the nurse-
midwife must obtain authorization to practice in an expanded role from the Board of
Regi jon in Nursing.

(&) nurse-midwife’s license or authorization to practice in an expanded role as a
cenified nurse-midwifc expires or is suspended, the nurse-midwife must immediately
cease providing services to recipients.

D) i

Salaried Nurse-Midwives.
(1) When a nurse-miiwife is a salaried employee of a physician or group practice, such
employment shall satisfy the requirement for a collaborative amangement.
(2) Theemployer must ensure that the nurse-midwife complies with the requirements
in 130 CMR 43341%(C).
(b) Only the employer may sobmit claims for the services provided by the nurse-
midwife. (This is an exception to 130 CMR 450.301.)
() Such claims arc submitted using only the service codes appropriate to nugse-
midwife services, in accordance with Subchapter 6 of the Physician Manual.”
(ii) Onmly one claim for cach service may be submitted. (Consultation between
a salaricd nurse-midwife and a salaried nurse-midwife’s employer does not
constitute 2 service.)
(2) Scrvices provided by a nursc-midwife who is a salaried employce of a hospital or
other facility arc not rcimbursable as discrete fec-for-service items; such scrvices are
reimbursable only as components of the hospital’s or facility’s Medical Assisiance rate.
(3) A salaried nursc-midwife may not participaic in the Medical Assistance Program as
an independent practitioner.
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(E) Nonsalaried Nurse-Midwives.

(1) In addition to meeting the requirements of 130 CMR 433.419%(C), a nonsalaned
nurse-midwife must submut to the Division a copy of the license issued by the Board of
Registauon in Nursing showing authorization 1o practice as 2 nurse in an expanded role
as a certified nurse-midwife, and must notify the Division in writing within two weeks
of a failure to 1ake or pass the national cenification examination or of the expiration or
suspension of the license or authorization to pracucc in an expanded role as a nurse-
midwife.

(2) To be eligible for payment by the Division, a nonsalaried nurse-midwife must have
2 Medical Assistance provider number. The application for a provider number must
include the name and the provider number of all collaborating physicians. Whenever the
nurse- midwife enters into a collaborative arrangement with a physician other than those
indicated on the application or changes the address shown on the application, the Division
must be notified in writing within two weeks after the change. Notification of a new
collaborative arrangement maust include the signatures of both the nurse-midwife and the
new collaborating physician.

433.420:  Obsiemic Services: Introduction

The Department offers two methods of teimbursement for obstewric services: the
fee-for-service method and the global fee method. Fee for service requires submission of
claims for services as they are performed and is always available to a provider for all
reimbursable obstetric services. The global fee is available only when the conditions
specified in 130 CMR 433.42] are mer.  Global fee offers two options: the standard global
fee and the enhanced global fec.

433.421: Qbsteric Services; Global Fee Method of Reimbursement

4/1/94

e
(A) Definition of Global Fee. The global fee is a single inclusive fec for all prenatal visits,
the delivery, and one postparmum visit. The two global fee options (standard global fee and
enhanced global fec) are available onty when the conditions in 130 CMR 433.421 are met.
The two options are fully defined in 130 CMR 433.422 and 433.423.

(B) Eligible Recipients. The Division will pay a standard global fec or enhanced global fee
for obstetric services provided 1o Medical Assistance recipients (cau:gones of assistance 00,
01, 02, 03 4@, 06, 07, and 08). For information on reimbursable. sexvices for recipicnts of

the Emergency Aid to the Elderly, Disabled and Children Program (category .of assistance . -

04), see 130 CMR 450.111.

(O Conditions for Global Fee.

(1) A physician or independent purse-midwifc who assumes responsibility for
performing or coordinating a minimum of six prenatal visits, the delivery, and postpartum
care for the recipient is the primary provider. In a group practice or when a back-up
physician is involved, the primary provider is not required to perform all the components
of a global delivery directly. Another member of the practice or a back-up physician can
perform sesvices; be or she is a referred provider. Only providers in the same group
practice or back-up physicians arc considered referred providers. These referred services
mustnotbchilkdforscpamdy'mcywmbemnhmwdaspmofmeglobal fee.

(2) Only the primary provider may claim payment of the global fee. A physician who
is a primary provider may claim payment of the global fec for the obstenic services
provided by a nurse, nurse practitioner, nurse-midwife, or physician assistant in his or her
employ. (This constitates an cxception to 130 CMR 450301(A) and 130 CMR
433.451(A).) All global fee claims must use the delivery date as the date of service.

(3) All of the components of a global fec must be provided at a level of quality
consistent with the standards of practice of the American College of Qbstetrics and

Gynccology. ‘
LV o
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